Background. Obesity has been cited as a public health problem in both developing and developed countries. There is evidence that rates of obesity have increased among healthcare workers (HCWs) in South Africa (SA), especially those who do night shifts, with a negative effect on health. Perceptions of body weight contribute significantly to the desire to lose weight or not to do so. Objective. To determine perceptions of HCWs regarding their own body weight in selected public hospitals in Mpumalanga Province, SA. Methods. The study design was a cross-sectional survey. A total of 210 HCWs were sampled. Data were collected using self-administered questionnaires. Anthropometric measurements such as weight and height were objectively measured and body mass indices (BMIs) were calculated. Results. Of the sample of HCWs 82.4% were females, with a mean age of 37.8 years. About half (51.9%) were obese and 21.4% were overweight. They tended to misperceive their body weight compared with actual BMI classification, with the majority of obese and overweight individuals considering themselves to be of normal weight.
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Obesity has been cited as a major public health problem in both developing and developed countries. Studies show that ~29% of men and ~56% of women are obese in South Africa (SA). [1] [2] [3] Obesity and the problems related to it are not limited to the general public, studies having shown that healthcare workers (HCWs) are obese worldwide, e.g. in SA, [4] the USA [5] and Brazil. [6] The health of HCWs has been reported as having deteriorated between 1982 and 2004. [7] The bur den of non-communicable diseases (NCDs) in SA has quadrupled over the years 1982 -2004 , [8] and a study by Skaal and Pengpid [4] conducted among HCWs showed that 20% of them had at least one NCD.
Many HCWs are expected to perform night shifts, and shift work has been shown to be a risk factor for obesity. [9] Shift work disrupts the circadian rhythm, leading to weight gain. Comparing body mass indices (BMIs) of day and night shift workers, Biggi et al. [10] found that night shift workers had significantly higher BMIs than day shift workers. This may be because night shift work induces stress, which in turn leads to poor dietary intake, and tends to result in physical inactivity, both of which contribute to obesity. [11] Studies show that the majority of people misperceive their body weight, and HCWs are no exception, [12] [13] [14] including HCWs in SA. [4] Weight misperceptions are more common among individuals in developing than developed countries -for example, a cross-sectional study conducted among adults in Pakistan showed that the majority of obese adults in that country did not perceive themselves as obese. [13] Inaccurate perception of body weight predisposes individuals to obesity and its associated health risks. Body weight perceptions are influenced by psychosocial, sociocultural and socioenvironmental factors [15] ranging from being comfortable about one's body size to lack of knowledge about ideal body weight. [13] Nurses in Nigeria have been reported as perceiving obesity as the sign of 'good living' , [16] and obesity is often viewed as a sign of wealth and affluence. Body weight perception is influenced by age, level of education, population group, area of residence, gender, race, ethnicity and socioeconomic status. [12, 13] Studies have shown that women perceive their body weight more accurately than men, and that people of higher socioeconomic status perceive their weight more accurately than those of lower socioeconomic status, irrespective of their body size. [12, 15] Black non-Hispanics [17] and black South Africans [1] have been found to have higher rates of body misconceptions than their white counterparts, and it has been reported that older people tend to misperceive their body weight more than younger ones. [15] Correct body weight perception is required in order for weight loss management strategies to be implemented. Inaccurate weight perception leads to poor weight management. [18] For example, if an obese individual perceives his or her body weight as normal, he or she will not take any action to reduce the weight, whereas a very obese individual who perceives him-or herself as actually obese is likely to seek ways of losing weight.
Objective
To determine healthcare professionals' perceptions of their own body weight in selected public hospitals in Mpumalanga Province, SA.
Methods

Design and approach
A quantitative research approach and a cross-sectional descriptive study design were used. Ethical clearance was obtained from 
The participants
The total population of HCWs working at Ermelo and Bethal hospitals in Mpumalanga is 435. The study included only HCWs who consented to participate and were working full time in these two hospitals. Stratified random sampling was used to select 210 HCWs in the following strata: nurses, allied health workers and doctors. Sample size was calculated using a 95% confidence level and 5% margin of error (Raosoft Inc., USA, 2011), using the following formula:
where n is the sample size and E the margin of error.
As the numbers in the sample per stratum depended on the population size per profession, more nurses and allied health workers than doctors were included in the study. Two research assistants were trained in anthropometric measurement (weight and height), the correct way of approaching possible participants and recruiting them for the study, and administering the questionnaires.
Data collection
On the dates of data collection, recruitment was conducted at different times, the HCWs being approached at their respective work stations. Dates were scheduled with them, because it was not practical to meet with all of them at once. During information sessions they were provided with an information leaflet to read and were given the opportunity to decide whether they wanted to participate in the study or not. Those who agreed to participate were allocated numbers that were placed in a hat and then raffled randomly until the required number per stratum had been selected. Day and time of data collection were allocated according to the individual's availability.
Data were collected using self-administered closed-ended questionnaires that captured the sociodemographic characteristics, diseases/health problems and body weight perceptions of the HCWs. Reliability and validity were ensured.
Data analysis
All data were coded and entered into SPSS version 20.0 (USA) for analysis. Descriptive statistics were used to analyse the frequencies, correlations and means. The χ 2 test was used to analyse associations between variables.
Results
Of the 210 participants, the majority (82.4%) were female ( Table 1) . The participants' ages ranged from 21 years to 63 years (mean 37.8, median 37.0, standard deviation 9.247). The majority (63.8%) of the participants were ≤40 years of age.
The majority of the participants were not married (64.3%), were black (83.8%) and were nurses (69.5%), and close to half (47.6%) were living in urban areas; 56.2% reported that they participated in physical activity other than that involved in their normal daily routine (Table 1) . Fig. 1 shows that just over half (51.9%) of the participants were obese, 21.4% were overweight, and only 24.3% were of normal weight. Table 2 shows the participants' self-reported health problems and diseases, of which the most common were musculoskeletal problems (41.0%), followed by stress (17.6%), hypertension (14.3%) and varicose veins (11.0%). Table 3 shows that the close to two-thirds (64.4%) of the participants who were in fact overweight perceived themselves to be of normal weight, and that 36.7% of the participants who were obese perceived themselves to be of normal weight. Table 4 shows that BMI differed significantly according to age (p=0.000), with a higher proportion of older participants (51 -60 years) than younger participants (20 -30 years) being obese (85.6% v. 19.3% for the younger participants). BMI also differed significantly according to gender (p=0.010), with more females (57.2%) than males (27.0%) being obese. There was a significant difference in BMI according to race (p=0.000). 
Fig. 1. BMI classifications of the study participants (N=210).
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Discussion
We found that three-quarters of HCWs in our study were over weight or obese. Other studies have shown that healthcare professionals in SA are no different from the general population. For example, threequarters of HCWs in Pretoria were found to be overweight or obese. [4] HCWs should be role models in their communities and be champions of a healthy lifestyle, [4] but instead they appear to be contributing to SA's obesity epidemic. This is not unique to SA, studies in countries such as Mexico, New Zealand and the UK also having found that a higher than expected proportion of HCWs were obese. [7, [19] [20] [21] The health of HCWs should be given special attention, as studies have shown that obesity-related diseases can lower productivity and lead to early retirement, apart from the cost implications of caring for patients with these diseases. [22] [23] [24] Many studies have shown that females tend to be more obese than males, [23, 25, 26] and our findings were similar. The healthcare profession is dominated by females; for example, it has been reported that 94% of nurses are females. [27] Other risk factors associated with obesity are age, race, physical inactivity and poor eating habits. [28] The majority of HCWs in our study were black, which has also been associated with an increased risk of obesity. Furthermore, low levels of activity and poor nutritional status often become more prevalent as individuals grow older.
Obesity predisposes populations to NCDs. [29, 30] In our study, a quarter of HCWs reported that they suffered from hypertension, diabetes and heart disease, and over a third had musculoskeletal problems. It is likely that the majority of our study participants with NCDs were also obese. The high prevalences of hypertension, diabetes mellitus and heart disease among HCWs in both our study and that of Skaal and Pengpid [4] are a matter of concern, and imply that at least one in every ten healthcare workers were suffering from at least one health problem or disease, as has been reported in Mexico. [31] There is a link between musculoskeletal problems and body weight, [29, 32] and our study showed a significant association between obesity and the presence of musculoskeletal problems. It is evident that obesity poses an alarming challenge among our healthcare professionals, ranging from NCDs to musculoskeletal problems. The healthcare cost attached to these diseases is already crippling the economy of our country, where billions are being spent on managing NCDs. [3] Other financial burdens include a high rate of staff absenteeism due to ill health, the cost of which may also run into millions of rands. [3, 33] Furthermore, service delivery is affected by the inability of workers with obesity-related chronic diseases to function optimally. [34] Our study revealed that half of the obese respondents perceived themselves to be overweight when they were in fact obese, with only a tenth of them correctly perceiving themselves to be obese. Dorosty et al. [35] have proposed that perception of body weight status is an important determinant of weight-related behaviour. It has been suggested that people who did not have any intention of tackling their weight problem were comfortable with their weight, lacked discipline or had lost hope with regard to their weight, which could affect their perceptions of their body weight. [5, 36] This was indeed found in our study, where a third of the respondents misclassified their own body weight.
It is of interest that over a third of obese HCWs in our study perceived themselves to be of normal weight, which differs from findings in Iran, where it was reported that women of normal weight were eight times more likely than obese women to misperceive their weight. [35] In our study, both overweight and obese women were more likely to misclassify their weight than women of normal weight. The problem with incorrect classification by an individual of their own 
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body weight is that it becomes difficult for them to face the reality that they need to lose weight, or accept that their illnesses are linked to obesity. [35, 37, 38] Although in a qualitative study conducted in Brazil it was reported that obesity was accompanied by feelings of sadness, shame and isolation, [39] it is more readily accepted if it is prevalent in a community. Individuals may therefore simply resign themselves to their body size.
Another factor that has been found to contribute to misclassification of body weight is culture. Some cultural attitudes lead to women desiring to gain rather than lose weight; for example, if women are expected to be well rounded to be considered as marital prospects, many will do whatever is necessary to improve their chances. [40, 41] It has also been argued that position in the family household impacts significantly on an individual's decision whether or not to gain weight. [41] In African culture obesity is associated with wealth, good health and attractiveness, [42] whereas normal weight and underweight are associated with diseases such as HIV/AIDS, or being poor. [36, 42] Since all our respondents fell into the middle-income group, their perceptions may have been affected by enculturation.
Conclusions
Our results show that it is vitally important to focus on the health of this sector of the workforce, primarily because the health of South Africans depends on them and they should be the drivers of healthy living for all. It is also important to quantify the real cost of obesity at both national and individual levels, to encourage people to take action in a bid to combat it.
A positive development is that the SA government released a national strategic plan on obesity prevention in 2015. [43] This effort needs to be complemented by a healthy healthcare workforce, who are drivers and implementers of this policy.
